33
2

i
I’R()JF( I Q% :

PRSI Tt \aﬁ&@m&m

April 2006 vine A Guide to & / Research and Counseling

The Interface of HIV, Trauma, and

Posttraumatic Stress Disorder
Deborah Brief, PhD, Melanie Vielhauer, PhDD, and Terence Keane, PhD

There is growing awareness that many
peopie with HIV have experienced trauma
and may develop symptoms of posttrau-
matic stress disorder (PTSD). PTSD may
occur after exposure to a traumatic event
such as rape, physical assault, mugging or
robbery, or life-threatening illness. Symp-
toms of the disorder include re-experienc-
ing the trauma (for example, through intru-
sive memeories or thoughts), avoidance,
emotional numbing, and hyperarousal.
PTSD is often accompanied by anxiety and
depression, social alienation, and mistrust
of family, friends, and systems.

This article reviews the data on the
prevalence of trauma and PTSD among
people with HIV. In addition, it discusses
the potential impact of trauma exposure
and PTSD on adherence, immune function,
health behaviors and health outcomes. It
also discusses effective treatments for
PTSD and directions for future research.

Trauma Exposure and PTSD Prevalence

Studies clearly document high rates
of trauma exposure among HIV-positive
individuals. In one study of HIV-positive
women, researchers found that 62 percent
reporied exposure to at least one traumatic
event in their lifetimes,! which compares
to 51 percent of women in the general
population.? Their data further suggest
that HIV-positive women are three to four
times more likely than women in the gen-
eral population to have been exposed to
traumatic evenis involving interpersonal
violence such as sexual or physical assault.

Investigators have also documented high
rates of sexual trauma among HIV-positive
men. One 2002 study found that 35 per-
cent of gay or bisexual participants had a

history of sexual assault.’ By comparison,
less than 1 percent of men in a general

population survey reported a lifetime his-
tory of rape and approximately 3 percent
reported a history of molestation.? :

The same researchers also found rates
of childhood sexual abuse that were
significantly higher than the general
population.? Both HIV-positive men and
women reperted repeated traumatization,
with men reporting an average of 10.0
sexual assaults during their lives, and
women reporting an average of 7.5 sexual
assaults.?

There may be a number of reasons for
elevated rates of trauma exposure among
individuals with HIV. One possible mecha-
nism is the link between childhood sexual
abuse and subsequent participation in high
risk sexual and drug use behaviors that
lead to HIV infection. Further, many HIV-
positive individuals live in impoverished
environments associated with high ievels
of trauma exposure.

While relatively few studies have
assessed PTSD in people with HIV, some
researchers have found prevalence rates
for PTSD of approximately 35 percent
among HIV-positive women'! and gay or
bisexual men,® rates that are higher than
those found in the general population (10.4
percent for women and 5.0 percent for
men). A significant number of HIV-positive
individuals may also have some symptoms
of PTSD without meeting full criteria for
the disorder.

A 1998 study also found that approxi-
mately 31 percent of a sample of HIV-posi-
tive men met criteria for PTSD following
diagnosis with HIV,® higher than rates for
some other life-threatening medical illnesses.
For many of the men in this study, HIV diag-
nosis was not their first exposure to trauma,
and prior stressors may have increased their
vulnerability to developing PTSD.

Several factors may contribute to high
rates of PTSD among HIV-positive individu-
als. These factors include high rates of



Editorial: The Long Road to Safety
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1 worked for many years as a
social worker for people living
with HIV. Often, when I told new
acquaintances about my occupa-
tion, they would nod sympatheti-
cally and say, “That must be so N
hard. There’s so much suffering.”

Certainly, living with HIV took its
toll on my clients, and I saw part-
nerships, extended families, and
communities hit again and again
by its devastation. But, ] remem-
ber feeling slightly disconnected
by this response. First, there was
much that was enjoyable about my
job. Second, I had witnessed the
amazing transformation of HIV
from a life-threatening iliness for
most into a more chronic, more
manageable illness for many.

But something else that made
me feel disconnected was harder to
articulate: much of the suffering [
witnessed did not seem to have an
obvious connection to HIV. Once

my clients and 1 had gotten o know
each other, clients would share
their stories of the abusive, alco-
holic mother or father, the extreme
disciplinarian, the inappropriate
uncle. I was struck by how often
the same individual had experi-
enced trauma over a lifetime—{rom
childhood abuse to adult rape to
domestic violence to street vio-
lence. Some of the challenges these
clients faced as HIV-positive people
were not new to them: shame and
isolation and the sense that sex was
dangerous were rooted as much in
the past as in the present.

We don’t understand exactly
how a history of abuse or trauma is
related to HIV risk, but as Deborah
Brief, Melanie Vielhauer, and Ter-
ence Keane remind us in this issue
of FOCUS, research has uncovered
powerful links. Studies of HIV-posi-
tive women and gay and bisexual
men match my experience in

_ and explore how current psycho-

—

the tield, revealing high rates of
trauma, often with an early onset,
repeated over a lifetime. Their
review offers several explanations
of these links and charts the harm-
ful effects of frauma on health
outcomes. Nathan Hansen and
Kathleen Sikkema delve into the
incredible complexity of treating
trauma, especially chronic trauma,

therapies address its challenges.
Both articles remind us that one
of the greatest ongoing harms of
trauma is its potential to create
problems in establishing trust-
ing relationships: with doctors
and mental health professionals
as well as family, friends, and
spouses or partners. Yet when
survivors are able to risk connec-
tion, these relationships can be
the source of understanding, and
ultimately, healing. | remember
being constantly amazed by the
resilience of my clients, not only
because they had survived histo-
ries that were hard even to hear,
but also because they pointed their
course toward safety and hope.
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PTSD and Substance Use Disorder

It is important to note that for many rea-
sons, many HIV-positive trauma survivors
have substance abuse, as well as postirau-
matic stress, disorders. Both childhood
sexual abuse® and early-onset PTSDY are
associated with drug use behaviors that
lead to HIV. In addition, having PTSD may
increase the risk of developing a substance
use disorder, possibly as an attempt to self-
medicate trauma symptoms. Finally, sub-
stance use may increase the risk of expo-
sure to traumatic events that are likely to
lead to PTSD.

When PTSD and substance use disorders
occur together, it is important to address
both disorders in treatment, since sub-
stance abuse can mask the symptoms of
PTSD and interfere with PTSD treatment.
Providers seeking more information on

the complex combination of PTSD and sub-
stance abuse and its treatment should con-
sult other sources.®

Trauma, PTSD, and Health Outcomes

A growing body of research suggests that
trauma exposure and PTSD negatively influ-
ence physical health perceptions, physical
complaints, and physical illness. Research-
ers have found that among HIV-positive
individuals, those with a sexual assault his-
tory report a greater pumber of HIV-related
symptoms than those without this history,
even in the absence of differences on objec-
tive measures of illness.? In addition, a
1999 study found that HIV-positive women
with three or more victimization experi-
ences had a higher number of AIDS-defining
medical conditions than women with fewer
victimization experiences, suggesting that
cumulative trauma may contribute to sub-
sequent physical illness.? Further, in a 2002
study of HIV-positive individuals with per-
sistent pain researchers found that people
with PTSD reported significantly higher
levels of pain intensity than those without
PTSD, regardless of health status.!®
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Trauma and PTSD might influence these

health outcomes through several pathways.

First, individuals may misinterpret PTSD
symptoms, especially those of hyper-
arousal, as evidence of physical illness. An
example of this might be rapid heartbheat
as a response to trauma-related stimuli.
Second, negative emotional states may
contribute to survivors’ negative percep-
tions about their health. Third, trauma
exposure may lead to increased participa-
tion in health-compromising behaviors and
medication adherence difficulties. Finally,
trauma may lead to changes in immune
system capacity.

Health-Compromising Behaviors. Trauma
exposure may lead to behaviors that com-
promise health. The literature suggests that
women and men with a history of child-
hood sexual abuse are more likely than
those without an abuse history to engage in
unprotected sex, anonymous sex, sex with
muliiple pariners, and sex work as well as
injection drug use and needle sharing.t

In addition to childhood sexual abuse,
childhood physical abuse or a combination
of physical and sexual abuse in adoles-
cence also increases subsequent participa-
tion in transmission-related behaviors in
young adulthood.!! Further, in one study
HIV trauma survivors with a history of
sexual assault were more likely than those
without this history to engage in some
high-risk sexual behaviors, for example,
recent unprotected anal intercourse,’
which can lead to sexually transmitted
disease or hepatitis co-infections, or super-
infection with another, possibly more viru-
lent, strain of HIV.

Medication Adherence. HIV-positive
trauma survivoers face unique challenges
to medication adherence, including higher
levels of emotional distress® and depres-
sive symptoms compared to HIV-positive
individuals without this history.® Further,
PTSD is associated with difficulties in
establishing trusting relationships and
accessing social support.? It is clear that
all of these factors can influence adherence
to HIV antiviral medications, and provid-
ers whose work focuses on adherence may
want to consult other sources for further
information.?

Immune Function. Trauma exposure and
psychological responses to trauma can
compromise immune functioning. A 1999
study found that HIV-positive female trauma
survivors showed a more rapid decline in
CD4+/CD8+ cell ratios than women without
frauma history, and declines were greater
among those with current PTSD than those
without PTSD.!

Treatment Implications and Interventions

A number of empirically validated PTSD
treatments have been found to decrease
symptoms of PTSD and improve psychoso-
cial functioning.”? Several techniques are
described briefly below. Since substance
use disorders can interfere with the effec-
tiveness of trauma-focused therapies, a
familiarity with treatments for co-occur-
ring PTSD and substance use disorders is
also important. Again, clinicians working
with clients who experience this combina-
tion shouid seek further information about
treatment.?

Exposure therapy encourages clients
to recall memories and confront feared

- reminders of the trauma they might other-

wise avoid. This treatment involves in vivo
and imaginal techniques used either sepa-
rately or in combination.

During in vivo exposure, clients typi-
cally confront situations, places, or objects
that are reminders of the trauma, which
may involve returning to the trauma site
(for example, the site of a rape)}. Imaginal
exposure is often used when in vivo expo-
sure is not possible {such as when trauma
occurred in the distant past or at a distant
location).

For example, a client might discuss his
or her narrative of the event in detail with
the therapist as if the event were hap-
pening in the present, or the therapist
might present a traumatic scene based on
information previously presented by the
client. Once thoughts and feelings associ-
ated with the traumatic event are activated,
clients can learn skills to better manage
their feelings, examine their thoughts and
possible distortions in thinking that can
contribute to PTSD symptoms, and gain a
better understanding of the meaning of the
trauma.

Two other PTSD treatment approaches
are worth mentioning. Anxiety manage-
ment training, which uses a variety of
behavioral and cognitive strategies (such
as breathing retraining; relaxation, com-
munication skills, and anger management
fraining; and cognitive restructuring},
increases a client’s capacity to manage the
emotions associated with PTSD. Cognitive
therapy helps to identify and change the
trauma-related distortions in thinking that
help to maintain PTSD symptoms. Multi-
dimensicnal treatment packages, which
combine several of these approaches,
have also received growing support. One
example of this approach is cognitive pro-
cessing therapy, which combines elements
of exposure therapy, anxiety management
training, and cognitive restructuring.’®
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There has been little study of anxi-
ety management training among people
with HIV and PTSD. One study, however,
observed the effects of anxiety manage-
ment training on a group of gay men
before and after HIV diagnosis, by its
nature a potentially traumatic stressor.
The study, conducted in 1991, enrolled
gay men in a cognitive-behavioral
stress management intervention or an
assessment-only control condition.

The intervention condition included
group support, education, relaxation, cog-
nitive restructuring, and assertiveness
training. The participants agreed that
midway through the study (after about
five weeks of treatment) they would be
tested for HIV, and were notified of their
status within 72 hours. Participants in
the intervention group were more likely
than those in the control group to use
active coping strategies and to maintain
social support after learning they were
HIV-positive.'* These outcomes—active
coping strategies and use of social sup-
port—-are associated with better adherence.

The study also suggested that anxiety
management training may help reduce
the negative impact of trauma on immuhe
functioning. Subjects who received cogni-
tive behavioral stress management train-
ing prior to being informed of their HIV
diagnosis showed a significant increase in
CD4+ cell counts between pre- and post-
notification, while men randomized to the
assessment-only control condition showed
no change. Moreover, post-notification
immunologic values were positively asso-
ciated with the frequency of self-reported
daily home stress management practices.

Additional research is needed to deter-
mine whether cognitive behavioral stress
training is as etffective in HIV-positive indi-
viduals with exposure to other types of
potentially traumatic events or in the pres-
ence of PTSD or whether these strategies will

be as effective when administered following
rather than prior to the traumatic event.

Integrating Services for HIV and PTSD

There are several ways in which the
health care system might improve integra-
tion of care for HIV, PTSD, and co-occur-
ring substance use disorders. First, rou-
tine primary care screening for trauma
exposure, PTSD and substance use dis-
orders may help to identify individuals
in need of specialized treatment. Second,
familiarity with existing treatments for
PTSD and integrated therapies for PTSD
with substance use disorder will enable
providers to assist patients in making
decisions about treatment options.

Third, development of collaborative net-
works of medical providers and trauma spe-
cialists should improve access to care and
referrals to specialized treatment. Fourth,
primary care-based motivational inter-
ventions may encourage clients to follow
through with more specialized treatment
referrals. Finally, offering PTSD or inte-
grated PTSD and substance abuse treatment
in HIV primary care settings may help to
engage patients in these treatment services.

Conclusions

Researchers have made excellent prog-
ress toward understanding trauma expo-
sure and PTSD in the HIV population.
However, additional research is needed
to improve our knowledge of risk factors
for PTSD and PTSD with substance abuse
in this population. In addition, it will be
important to identify the mechanisms
through which trauma and PTSD exert
their effect on HIV risk behaviors, disease
progression, and other health outcomes.
Finally, a critical focus for future research
will be the evaluation of PTSD and sub-
stance abuse treatments for their efficacy
in improving mental health, psychosocial,
and health outcomes in people with HiV.
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